ON JULY 7, I924, during the performance of a Finney pyloroplasty for duodenal ulcer, a large, indurated posterior ulcer was found in addition to the calloused ulcer upon the anterior wall. It seemed futile to remove one ulcer only to leave another, and for this reason the duodenum was completely divided and about an inch and a half of the proximal end resected. This procedure removed both the anterior and posterior ulcers. In order to insure patency of the pyloric opening, about an inch of the stomach, including the entire pyloric ring, was removed with the ulcer-bearing duodenum. An endto-end anastomosis completed the operation. This patient, a nurse, twentyseven years of age, made an uneventful recovery and has had no further abdominal distress to date.
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It was not until I927 that we made extensive use of the pyloroplasty and consequently did not again have occasion to perform a similar resection of the duodenum until then. Beginning in I927, whenever a suitable case was found, the method of pyloroplasty as described by Judd, was used in preference to any other type of resection for duodenal ulcer. When a single ulcer upon the anterior wall of the duodenum is encountered, the Judd pyloroplasty is ideal. All of our cases have made smooth recoveries and are, so far as we have been able to ascertain, cured. As our experience with the operation increased, however, we were forcibly impressed by the large number of multiple duodenal ulcers encountered. Judd 1 has reported the finding of multiple ulcers in but 0.7I per cent. of 4901 cases of duodenal ulcer in which operation was performed. These figures are based upon work at the Mayo Clinic between January I, i9o6, and January I, 192I, or during a period in which little plastic surgery upon the duodenum was done. Consequently, a view of the lumen of the duodenum was not obtained in the great majority of these cases and undoubtedly a large number of posterior ulcers were missed. Fluoroscopy is unreliable in the diagnosis of multiple lesions, and negative rontgenological findings do not rule them out. Indeed, shallow posterior lesions by themselves may not give even the cap deformity, upon which the diagnosis of ulcer is most often made. The point we are trying to emphasize is simply that in all probability 0.7I per cent. is much too low for the actual occurrence of multiple lesions. In our own cases, though few in number when compared to these, two or more ulcers were found in a much higher percentage.
Of the fifty consecutive cases brought to the surgery for ulcer (gastric ulcer omitted) in I927 and 1928, the operations performed were as follows: 79 In thirty-six cases the duodenum was not opened and but one ulcer was diagnosed. In the fourteen cases in which a view of the lumen was obtained, oni the other hand, contact ulcers on the posterior wall were found in seven cases, or in 50 per centt; In two cases many lesions were present, five distinct ulcers in one case, and four in another. (Fig. i.) Posterior lesions in the first four cases were disregarded, the anterior ulcer being removed with a sec- -point to the five indurated ulcers found-i thiseiien t dp -*to disregard posterior ulcers no longer A complete resection of t-he proximal end of the first portion of the duodenum, including' the ulcerative lesions, and the pyloric ring of the stomach with end-to-end anastomosis is now done when possible in all cases of multiple duodenal ulcers. (Figs. 2, 3, 4.) This operation has been performed by us five times with complete and permanent cure in every case except one. Convalescence is smooth and the post-operative reaction slight compared with gastro-enterostomy, gastric resections, and other surgical procedures for the cure of lesions of the duodenum. There is apparently no more post-operative risk or shock-than in the Judd pyloroplasty. ' One of our cases died on the third post-operative day following the intravenous injection of faulty glucose solution by an inexperienced intern. Until the time of this unfortunate'accident the patient, a man sixty-five years of age, with four indurated ulcers in the proximal inch and a half of the duodenum, had shown splendid progress. After the first twelve hours there had been no vomiting and little discomfort. As is our custom, we had given him water in small quantities for the first time on the morning of the third day, intravenous glucose being routinely employed in stomach cases the first three days. ever possible in dealing with duodenal ulcerations, and during this time has been confronted repeatedly with the question of how to deal with posterior and contact ulcers. On two occasions he attempted to resect the posterior ulcer through the pyloroplasty opening on the anterior, wall. Sutures were placed in the posterior wall to draw the edges together to close the space made by removal of the ulcer and to control haemorrhage. Because of the small opening through which this work was done he was unable to control bleeding and these two cases ultimately bled to death. This very disastrous experience compelled Horsley to abandon this method of attack on posterior ulcers. As is readily seen, all these points favor pyloroplasty and operators in this country, following the leadership of Finney,9 Judd,1 Horsley,2 and others, are using this operation instead of gastro-enterostomy whenever possible. This is as it should be. We use the'plastic operation for nearly every duodenal ulcer in which the duodenum is sufficiently loose to permit suture without tension.
Where multiple or posterior ulcers are found, the entire ulcer-bearing area., usually the first inch of the duodenum and the pyloric sphincter, is resected. Any duodenum mobile enough to permit easy pyloroplasty can be resected in this manner without great difficulty. Gastro-enterostomy is still preferred for old stenosing ulcers, for ulcers acutely inflamed where the associated cedema 83 of the duodenum would make suturing unsafe, an(d for ulcers occurring ill a relatively immobile duodenum.
Judd,' in writing upon the treatment of duodenal ulcers, makes the following statements: "Gastro-enterostomy results in healing, although not in every case. I do not believe the present wave of enthusiasm for resecting the stomach for duodenal ulcer will last very lonig. The best type of operation for duodenal ulcer is one that removes the ulcer and places the pyloric sphincter at rest."
When posterior ulcers are absent, the Judd pyloroplasty fulfills these re- been stated, remains well to date. Rescreening these cases after a period of years reveals a practically normal condition. (Fig. 7 .) The chief difference from the unoperated patient is the absence of the characteristic duodenal cap. (Fig. 5.) In spite of the complete removal of the pyloric sphincter by the operation, r6nt-genologically a mild sphincteric action is still observed. (Fig. 6. 
